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The incidence of severe coronary disease in patients withabdominal aortic aneurysms (AAAs) is about 30%.Impaired myocardial performance in patients undergo-ing vascular reconstruction is the first cause of morbid-
ity and mortality, especially in cases of ruptured AAA. Coronary
revascularization is often not performed because of the necessity
of a rapid aortic reconstruction. We describe a rapid combined
aortic and coronary procedure to reduce postoperative cardiac
events.
Clinical Summary
A 76-year-old man who had thoracic pain at rest and an 85-mm
maximum diameter infrarenal AAA on helical computed tomog-
raphy underwent a cardiac evaluation. Echocardiography revealed
a 35% ejection fraction, together with inferior hypokinesia. A
thallium myocardial scintigraphy depicted severe inferior isch-
emia. Coronary angiogram revealed a normal left coronary net-
work and a very tight stenotic lesion of the midright coronary
artery (Figure 1, A). An angioplasty was attempted without success
(Figure 1, B).
An endovascular exclusion of the AAA was ruled out because
of a short (15 mm) infrarenal neck. While hospitalized and
awaiting myocardial revascularization, the patient presented with a
sudden onset of abdominal pain. His hemoglobin rate decreased
from 14.8 to 10.7 g/dL. He was immediately brought to the
operating room.
A horizontal subcostal laparotomy was performed, and the
internal saphenous vein was harvested. The celiac aorta was ex-
posed (Figure 2, A), and a 7-cm horizontal incision of the dia-
phragm was made to obtain a good exposure of the posterior
interventricular artery. Heart exposure and stabilization were
achieved by using the octopus 4-coronary stabilizer (Medtronic,
Inc, Minneapolis, Minn).
Heparin (100 IU/kg) was then administered. The coronary
vessel was seized above the anastomotic site with a polytetrafluo-
roethylene (Gore-Tex; W. L. Gore & Associates, Inc, Flagstaff,
Ariz) 4-0 suture to prevent coronary artery injury. An end-to-side
anastomosis between the vein graft and the posterior interventric-
ular artery was achieved. The proximal side-to-end anastomosis
between the celiac aorta and the vein graft was performed during
partial celiac aorta clamping (Figure 2, B).
After standard closure of the diaphragm (Figure 2, B), we
approached the AAA. An extensive retroperitoneal hematoma was
detected. A standard AAA resection was performed with a bifur-
cated graft (24  12 mm). No postoperative myocardial infarction
or major cardiac complications were depicted (troponin at 0.71
ng/mL; standard troponin, 0.6 ng/mL).
On postoperative day 2, the patient experienced septic shock.
Extubation was finally carried out on day 40, but the patient died
10 days later in a physiologic state of depletion.
Discussion
Combination of AAA and coronary artery disease is common.
Currently, there seems to be a consensus in favor of combined
surgical intervention to reduce perioperative mortality.1,2
According to Ascione and associates,3 it appears that off-pump
coronary surgical procedures decrease postoperative complications
in high-risk patients undergoing simultaneous coronary and ab-
dominal aortic operations compared with the conventional 1-stage
procedure.
In this high-risk patient older than 75 years and despite the
emergency caused by the rupture, we could not eliminate myocar-
dial revascularization because of the severe symptomatic coronary
artery disease associated with a 35% ejection fraction and the
inferior ischemia observed during myocardial scintigraphy.4
Our decision was to perform a combined operation while avoiding
2 major morbidity risk factors, which are extracorporeal circulation
and sternotomy in a patient having respiratory insufficiency.
The absence of extracorporeal circulation allowed us to avoid a
substantial anticoagulation at 300 IU/kg on a ruptured aneurysm.
Furthermore, off-pump surgical intervention prevents complica-
tions of cardiopulmonary bypass.
The absence of sternotomy is beneficial to the respiratory
process and reduces postoperative pain.
Unlike the technique described by Kameda and colleagues5
concerning 4 patients with stable hemodynamics, we chose to
use a saphenous vein graft instead of a gastroepiploic artery
because of the necessity of performing an emergency proce-
dure. The advantage rests in the easy harvesting achieved
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simultaneously with the laparotomy. The entire cardiac proce-
dure lasted about 30 minutes.
Conclusion
The interesting aspect of this case lies in the combined manage-
ment of a ruptured aneurysm and a beating-heart coronary bypass
performed through a laparotomy and on the graft choice and its
implantation. It is an easy and reproducible procedure to perform
in dedicated indications.
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Figure 2. Intraoperative view.
Figure 1. Coronary arteriographic view of the right coronary artery.
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